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S U M M A R Y
Disseminated toxoplasmosis presenting as a prolonged febrile illness is rare in immunocompetent
individuals. We report a probable case of acquired toxoplasmosis in an immunocompetent woman who
presented with fever of 6 months duration with lymphadenopathy and splenomegaly. The diagnosis was
conﬁrmed by serology and the presence of Toxoplasma gondii tachyzoites on bone marrow aspirate. The
patient was successfully treated with pyrimethamine plus clindamycin.
 2013 International Society for Infectious Diseases. Published by Elsevier Ltd. All rights reserved.
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Infection due to the protozoan parasite Toxoplasma gondii is
highly prevalent among humans throughout the world. Humans
are inadvertently infected with T. gondii by ingestion of food or
water contaminated with cat feces containing oocysts, ingestion of
tissue cysts in undercooked meat, transplacental infection of the
fetus, white blood cell (WBC) transfusion, or organ transplantation.
Primary infection is seldom severe in immunocompetent people,
although it can be life-threatening in immune-compromised
patients. In immunocompetent individuals, T. gondii infection is
usually asymptomatic in 90%; in the remaining 10% it manifests as
lymphadenopathy and a ﬂu-like illness. Occasionally the symp-
tomatic individual may develop myocarditis, polymyositis, pneu-
monitis, hepatitis, or encephalitis.1–3 We report a probable case of
acquired toxoplasmosis in an immunocompetent woman present-
ing as prolonged fever of 6 months duration.
2. Case report
A 32-year-old woman presented with a high grade intermittent
fever of 6 months duration. She also complained of generalized
arthralgia and signiﬁcant weight loss. Despite receiving treatment* Corresponding author.
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http://dx.doi.org/10.1016/j.ijid.2013.03.024with several courses of antibiotics after evaluation at different
hospitals, the fever persisted. She did not have any signiﬁcant past
medical history. Physical examination revealed enlarged, non-
tender cervical and axillary lymph nodes and palpable spleen of
4 cm below the left costal margin. Other systemic examinations
did not reveal any abnormality. The complete blood count showed
a total WBC count of 8.7  109/l (68% neutrophils, 25% lympho-
cytes, and 7% monocytes), hemoglobin of 9.4 g%, and a platelet
count of 106  109/l. Ultrasonography of the abdomen showed a
moderate splenomegaly. The left axillary lymph node biopsy
showed reactive follicular hyperplasia, reactive germinal centers,
and focal distension of sinuses with monocytoid cells. Blood
cultures were sterile and an HIV antibody ELISA test was negative.
The anti-RK 39 antibody test for leishmaniasis was negative. Two
fungal cultures of the blood and bone marrow were also negative.
Bone marrow aspirate showed multiple oval cysts suggestive of T.
gondii tachyzoites (Figure 1). Toxoplasma IgM was strongly
positive, with Toxoplasma IgG also being positive, and hence
the diagnosis of probable chronic disseminated toxoplasmosis was
made. Our patient was treated with pyrimethamine and clin-
damycin for 2 weeks. She became afebrile after initiation of
therapy and continues to be asymptomatic with regression of the
enlarged lymph nodes and spleen on follow-up after 3 months.
3. Discussion
Toxoplasmosis is a zoonotic infection in humans caused by the
protozoal intracellular parasite Toxoplasma gondii. Cats are theses. Published by Elsevier Ltd. All rights reserved.
Figure 1. Bone marrow aspirate showing multiple oval cysts suggestive of
Toxoplasma gondii tachyzoites.
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intermediate hosts. Our patient was probably exposed to T. gondii
by eating food or drinking water contaminated with cat feces, or
from contaminated soil on the hands that was ingested inadver-
tently, or by ingestion of tissue cysts in undercooked meat.
Toxoplasmosis in immunocompetent individuals is usually
asymptomatic. About 10% of people have a mild self-limiting
ﬂu-like syndrome with fever, lethargy, myalgia, and lymphade-
nopathy lasting for about 4–6 weeks. Symptoms rarely last more
than a year.4 Hepatomegaly and hepatitis with a moderate increase
in aminotransferase levels (a 5–10-fold elevation) are common in a
small proportion of patients with primary infection. Occasional
severe cases of toxoplasmosis have been reported in French
Guyana, Surinam, Brazil, and Peru with atypical presentations
including myocarditis, polymyositis, pneumonitis, hepatitis, and
encephalitis.1–3 However prolonged fever is not a typical
manifestation of T. gondii infection, although rare cases have been
reported in the literature. The only case of toxoplasmosis
presenting as pyrexia of unknown origin (PUO) for more than 3
months was reported by Raﬁqul Islam and AbulFaiz in 1989, wherea healthy young male presented with fever and lymphadenopathy
of 5 months duration.4 Hence, toxoplasmosis presenting as PUO is
very unusual.
T. gondii infection can be diagnosed indirectly with serological
methods and directly by PCR and histology. Indirect serological
methods including IgG and IgM antibodies are widely used in the
immunocompromised patient and in pregnant women. A deﬁni-
tive diagnosis in the immunocompetent patient is by PCR or by
direct detection of bradyzoites in tissue sections or smears of body
ﬂuid. Tachyzoites can be seen in a primary acute infection or in
reactivation of a previously acquired latent infection. Lymph node
biopsy shows a constellation of microscopic ﬁndings, commonly
referred to as the ‘toxoplasmosis triad’, which includes follicular
hyperplasia, the presence of monocytoid cells in subcapsular and
trabecular sinuses, and the presence of clusters of epithelioid
histiocytes.5 Immunocompetent adults and children with Toxo-
plasma lymphadenitis do not require treatment unless symptoms
are severe or persistent. The preferred treatment for severe acute
toxoplasmosis is pyrimethamine with sulfadiazine or clindamycin.
Our patient had signiﬁcant clinical improvement with pyrimeth-
amine and clindamycin.
In conclusion, a differential diagnosis of toxoplasmosis should
be kept in mind when patients present with a prolonged febrile
illness with lymphadenopathy and splenomegaly. Once the
diagnosis is established after appropriate testing, treatment may
be initiated for patients with severe or persistent symptoms.
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